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Moral emotions shape the effectiveness of culturally diverse teams. However, these emotions, which are integral to determining ethically responsive patient care and team relationships, typically go unrecognised. The contribution of emotions to moral deliberation is subjugated within the technorational environment of healthcare decisionmaking. Contemporary healthcare organisations rely on a multicultural workforce charged with the ethical care of vulnerable people. Limited extant literature examines the role of moral emotions in ethical decision-making among culturally diverse healthcare teams. Moral emotions are evident in ethnocentric moral perspectives that construct some colleagues' practices as 'other'. This article examines how moral emotions are evoked when cultural dissonance influences nurses' moral perceptions. We use a qualitative investigation of teamwork within culturally diverse healthcare organisations. We use Haidt's (2003) account of moral emotions to examine practice-based accounts of 36 internationally educated and 17 New Zealand educated nurses practising in New Zealand. The study provides evidence that moral emotions are frequently elicited by communication and care practices considered 'foreign'. The main implication is that although safe practice in healthcare organisations is reliant on highly functioning teams, collaboration is challenged by interprofessional power relations of contested culturally shaped values. We address practice-based strategies that enable engagement with moral emotions to enhance effective teamwork.
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| INTRODUCTION
Teamwork is an important component of healthcare organisations (Fitch, 2012; Gelfand, Erez, & Aycan, 2007) , and most healthcare settings will have a multicultural workforce (Davies, Fidler, & Gorbis, 2011; Holden, Michailova, & Tietze, 2015) . Multicultural teams provide numerous organisational benefits (e.g., Earley & Gibson, 2002) ; however, barriers to performance from cultural differences can also reduce effectiveness (e.g., Shapiro, Von Glinow, & Cheng, 2005) and influence both gendered and diverse perceptions of personal and team success (Yamaguchi, Gelfand, Ohashi, & Zemba, 2005) . Collaborative teamwork is a mosaic of cultural challenges (Jäger & Raich, 2011; Tadmor, Satterstrom, Jang, & Polzer, 2012) . These include divergent expectations of outcomes, which affect team processes such as decision-making (Earley, 1999; Gibson, 1999; Gibson & ZellmerBruhn, 2001 ). This article will use Haidt's (2003) account of moral emotions to analyse some of these influences.
The globalised mobility of health professionals adds cultural complexities to achieving well-functioning clinical teams (e.g., Callister, Badkarb, & Didham, 2011; Sherwood & Shaffer, 2014) . New Zealand (NZ) is typical of other Westernised countries, with an increasingly diverse population entering healthcare organisations. Approximately 25% of registered nurses (RNs) and 45% of doctors are migrant practitioners who qualified elsewhere. Accordingly, as multicultural teams come together, collaboration involves complex ethical navigation of interpersonal, interprofessional, gendered and cultural challenges (Hope et al., 2005; Nair, Fitzpatrick, McNulty, Click, & Glembocki, 2012 ). We will argue that the success of otherwise of these collaborations is directly influenced by moral emotions.
| MORAL EMOTIONS
The focus of this article is on the role that moral emotions play in communication between members of culturally diverse nursing teams. We concur with Scott (2000) that emotion plays a crucial part in moral judgement and shapes clinical action. The account of moral emotions used was developed by Haidt (2003) , where he distinguishes between emotions that have a moral value attached to their intentional object (moral emotions) and those that do not (non-moral emotions). Moral emotions are defined as '…those emotions that are linked to the interests or welfare either of society as a whole or at least of persons other than the judge or agent' (Haidt, 2003, p. 853) . Moral emotions are evoked when employees determine that a communicative event or action either benefits or undermines another's well-being. Accordingly, the following questions arise in this context: What moral emotions are evident in accounts of nurses practising within culturally diverse workplaces? How do nurses navigate events that elicit moral emotions in teamwork?
The questions addressed in this article draw on the findings of our study in which we use a qualitative analysis of empirical data to explore the way in which moral emotions are evoked within New Zealand healthcare organisations. Interview data provide practice-based accounts of a sample of RNs comprising internationally educated nurses (IENs) and NZ educated nurses (NZENs). Thematic analysis revealed inextricable links between moral emotions and culture, with emphasis on their relevance to ethical decision-making, teamwork and leadership. Nurses, by and large, aspire to be 'moral agents' (New Zealand Nurses Organisation, 2010, p. 9) . Although much of the literature emphasises bullying and horizontal violence, what we noted in our data was that nurses overall aspire to be moral agents. The argument in this article is that effective collaboration in culturally diverse teams is often undermined by nurses' unrecognised tacit moral emotions. They aspire to be a 'good nurse', sensitive to the needs of those they care for, which requires them to use 'a degree of emotion' in the requisite moral decision-making (Scott, 2000, p. 131) . However, these moral emotions are for the most part, uneducated. Academic moral philosophy drawing on the notion of rational principles overlooks the moral emotions inherent in clinical practice. Our critique is that moral emotions are integral to contestation about what constitutes 'good' practice.
It is recognised that teams will develop collective narratives to make sense of everyday ethical care and ethical dilemmas (McGill & Beaty, 2001 ). Rees et al. make a point salient to our study: 'Emotions are intertwined with narratives: narrative evokes emotion and emotion shapes narrative. Narratives allow us to access human experience as simultaneously meaningful and emotional ' (2013, p. 80 ). Yet employees typically make sense of emotions 'intuitively', without frameworks to explore interconnections between morality, emotion and culture. When individuals and teams narrate emotionally laden experiences without recourse to critical frameworks, it is more likely that ethnocentric explanations involving 'othering' some team members will occur. Othering practices privilege dominant cultural groups and knowledge as 'naturally' superior, reinforcing the status quo and conflating differences with deficits (Racine & Perron, 2012) .
Those who experience othering are subjected to intense scrutiny (Chulach & Gagnon, 2016) . Guerin (2014) argues that cultural diversity within contemporary organisations means that projects may fail, despite information and resources, due to communication breakdowns. Guerin proposes that teaching and facilitating collegial affective engagement both informally and formally are integral to fostering a collaborative ethical environment. However, this is further complicated in diverse organisations where different cultures collaborate.
The reality of moral emotions in the provocative context of healthcare might appear obvious, given the plethora of literature pertaining to the emotions of moral distress. However, with regard to moral distress, emotions are typically explored as an outcome of compromised ethical decision-making (EDM), rather than inherent to EDM.
Nursing education has for the most part followed medical education, with an emphasis on rational approaches to EDM, more consistent with a Kantian approach (Scott, 2000) . Healthcare ethics is predominantly understood from the position of biomedical ethics, with its emphasis on the interface between life, death, science, technology and pharmacology (Varcoe et al., 2004) . Typically normative ethical frameworks are advocated and taught; a blend of deontology, utilitarianism, consequentialism and a principles approach is applied to clinical cases (Baldwin, 2015; Molewijk, Kleinlugtenbelt, & Widdershoven, 2011) .
Therefore, health professionals may have a tacit sense of the emotions inherent in moral deliberation yet dismiss their relevance and may also be without language and processes to aid deliberation on these emotions (Gillam, Delany, Guillemin, & Warmington, 2014) . However, we are emotional beings, which means that our emotions 'cannot usually be had or given up at will', and thus influence the morality of the way we act (Oakley, 1992; p. 135) .
Enacting moral agency is potentially more attainable and sustainable when moral emotions are integrated with ethical decision-making principles and frameworks as an intrinsic aspect of moral deliberation (Gillam et al., 2014; Molewijk, et al., 2011) . Scott (2000) , drawing on Aristotle, dismisses reliance on reason and saliently argues that nurses are able to harness virtuous practice when they use educated emotion to inform moral perception. By educated emotion, Scott (2006) means it is vital that nurses are educated to recognise that every interaction with patients has moral dimensions, otherwise virtuous behaviour may arise accidentally, rather than as deliberate action. Scott (2000) purports: Scott's Aristotelian informed account also focuses on the conditions integral to ensuring the proper training of the emotions. Aristotle argued that there are four preconditions necessary for educating one's emotions.
These include the following: having awareness of the self; an intention to undertake the process of emotional attunement; and commitment to habitual practice informed by appropriate role models for guidance.
Commonly, emotion is only perceived to be detrimental and irrelevant; therefore, moral emotions are not available as a resource for additional conscious reflection (Gillam et al., 2014; Oakley, 1992) . We concur with the Aristotelian argument that emotions are accompanied by thoughts and that reflection on these thoughts and their reasonableness can legitimately guide virtuous action (Molewijk et al., 2011) .
Their legitimation contributes to making sense of cross-cultural complexities that provoke moral emotions in culturally diverse healthcare organisations.
Moral emotions are rendered accessible through Haidt's (2003) metaphor of the extended family to group moral emotion. This analogy has been adopted multiple times to analyse workplace relationships (see for example Eisenbeiss & Van Knippenberg, 2015; Vianello, Galliani, & Haidt, 2010) . Haidt explores moral emotions under the broad categories of 'other-condemning', 'self-conscious', 'other-suffering' and 'other-praising' emotions. The 'family' of 'othercondemning' moral emotions includes anger, contempt and disgust.
'Self-conscious' moral emotions include shame, embarrassment and guilt (Sheikh & Janoff-Bulman, 2010 ).
Haidt also describes two morally affirming 'families' of emotion.
First, the 'family' of moral emotion oriented to the suffering of others highlights the role of sympathy as foundational to morality. Second, the 'family' of moral emotions sensitive to the exemplary actions of others builds connections between people and inspires people towards self-improvement. These emotions include gratitude, awe and elevation. For example, in a study by Vianello et al. (2010) , leaders' fairness was shown to elicit elevation and 'organisational citizenship' among employees.
Haidt's overview of moral emotions discounts moral reasoning divorced from emotions. He instead posits that '…moral judgment involves quick gut feelings, or affectively laden intuitions, which then trigger moral reasoning as an ex post facto social product ' (2003, p. 865 ). Haidt's position neither reifies nor denigrates emotions. Rather, he insists, along with Oakley (1993) and Scott (2000 Scott ( , 2006 that emotion, although typically unacknowledged, leads ethical decisionmaking. Benner (2000) considers that understanding moral agency in nursing is not well served through the rational Cartesian and Kantian ideal of will separated from emotion, and argues that moral emotions are integral to nursing care. Benner posits, 'we can cultivate our imaginations, and enhance our emotional capacities to meet and respond to others in ways that cause us to flourish ' (2000, p. 17) . However, a paucity of healthcare literature addresses the relationship between moral emotions and how multicultural collaboration might be cultivated. This is an oversight because teamwork is repeatedly demonstrated as vital to safe health practice. Communication failure within teams accounts for the majority of sentinel events, alongside the ethical implications that arise (Dayton & Henriksen, 2007; Kilner & Sheppard, 2010; Weller, Boyd, & Cumin, 2014) . Collaboration in diverse healthcare teams will be challenged by contested culturally shaped values that mould uneducated habitual moral practice.
| CULTURES AS VALUE-DRIVEN
To further explore the relationship between moral emotions and multicultural collaboration, what follows is an operationalisation of the construct of culture. For the purposes of this study, culture is understood from a critical constructionist rather than essentialist perspective. The former approach recognises cultural identities as fluid and hybrid, significantly shaped by diasporas. However, the approach does not propose cultural diversity as a 'melting pot', as this metaphor conceals dominant hierarchies (Anthias, 2001 ). Bhatia and Ram contend that migration involves '…continuous, contested negotiations that will forever be in progress as an immigrant grapples with his/ her place in the larger structures of the history, culture, and politics' (2009, p. 148) . This philosophical position is used to argue that culture is a sociopolitical construction (Nairn et al., 2014) . As such '…identify-ing groups as "other" is a socially and historically mediated process that reflects the values and assumptions of the society in which that process occurs' (Gray & Thomas, 2006, p. 78) . 'Othering' can be seen shaping the privilege of these interpretations go unnoticed (Almutairi, Dahinten, & Rodney, 2015; Sutherland, 2002; Vandenberg & Kalischuk, 2014) . A globalised, transcultural workforce does not automatically generate intercultural understandings. Within this ethnocentric context of unrecognised cultural morés, negative moral emotions such as guilt, disgust, contempt and anger are readily aroused (Greenfield, 2007) . These complexities underscore why appropriate role models are essential to guide educated moral emotions in practice.
| THE RESEARCH
Data were collected from 53 study participants: 17 who completed their nursing education in NZ and 36 who were educated in other countries. These participants were interviewed, either face-to-face (32), telephone (9), by nominating to complete an online version (7) or hard copy questionnaire surveys (5). Their demographic characteristics are illustrated in Table 1 below.
The questionnaire survey tool was developed with a focus on organisational experiences of communication interaction and work performance. To ensure consistency, a structured questionnaire survey tool was used; however, apart from the demographics section, all questions were open-ended and participants were invited in both the print and verbal version to share their experience of the cultural interface beyond the stated 10 questions. For example, they were asked about everyday situations that were influenced by cultural differences, both positively and negatively. Questions included how respondents experienced language differences, perceived differences in cultural values and what actions were taken to assist with integrating cultural difference into their work such as team interaction and managerial influences.
Critical incidents were included to generate insight into the type of events that occurred and were meaningful to respondents.
Respondents were asked what had challenged them and how they had managed the situation (whether it was resolved or not did not matter). Further questions related to perceptions of cultural values and the identified influence on care-giving. A final section asked about the type and frequency of cultural training respondents had received, and demographic information concluded the questionnaire. Once ethical approval for the study was obtained from the university ethics committee (approval 13/007), a pretest with six respondents resulted in minor changes to wording in the survey tool.
A recruitment advertisement was placed in the national nursing magazine, Kai Tiaki, with a short description of the study, and requests for both NZENs and IENs to take part. As the research required a purposive sample from a population of busy shift workers, respondents were offered as many participatory options as possible. As registered nurses (RNs) responded to the request for participants, either by phone or email, the study was discussed with them by the second author. Queries were addressed, and an information sheet was provided by email or post. Respondents were provided with further contact details should they have additional questions. With one exception, all those who initially enquired agreed to participate in the study. Informed consent was obtained from all respondents prior to interview commencement.
The second author conducted the in-person and telephone interviews at a time and place nominated by respondents. The timeframe between the first and final interviews was 15 weeks. The face-toface and telephone interviews varied between 50 and 65 min in length. All interviews were recorded with consent, and the interview recordings were transcribed under the auspices of a confidentiality agreement.
Once the data were collated, content analysis provided a systematic, objective analysis (Neuendorf, 2002) to identify emergent themes. The data were read over several days and coded by the two authors; subthemes were categorised and combined with those in similar categories, which comprised the themes identified in the data. A subsequent meeting was held and there was a high level of agreement about the identified themes. Final labels were assigned by consensus, and the themes are explained below, related to Haidt's (2003) families of moral emotions, outlined above.
To enhance the credibility of the interpretation of qualitative data, identified emergent themes from the questionnaire survey were discussed in a focus group interview of 150 min with seven available respondents following data analysis. The purpose was to ensure that the interpretation of emergent themes was consistent with the understanding of a sample of those who had participated in the study.
All participants validated the themes as representative of their experience. Summaries of the data were also sent to all respondents who requested a copy.
| MORAL EMOTIONS IN CULTURALLY DIVERSE TEAMS
Our results report an overview of three qualitative themes. We present a content analysis of themes, including exemplar quotes drawn from the considerable data that illustrate the role of moral emotions and decision-making in the work context. In turn, these data illustrate the way cultural identities of health professionals can be both en- 
Finger-pointing that one is better than the other or that someone is slow because they do not have that knowledge, which is basic for one culture. It can come out as offensive when colleagues or patients make us feel stupid because we don't know what is supposedly common-sense (participant 30, IEN)
The above nurse was able to bring about a modification of staff training programmes, so that previously taken-for-granted culturally based commonsense practices were made visible. The migrant nurse described the challenging process of persuading her colleagues to see the problem of commonsense. She described their first response of the othercondemning emotion of anger:
Initially, this [training] was taken negatively by New Zealand nurses in general as they felt they were being called racist and bullies. But when I gave specific examples…they fully understood that common-sense really depends on the upbringing and the culture of the person. This [process] has definitely eliminated all negative emotions and has improved communication… (participant 30, IEN)
Teams were able to reach a place of other-praising emotions-gratitude and elevation-through time and willingness to listen and reflect.
Formalised reflective opportunities support the shift of tacit assumptions to the foreground of awareness, available for reflexive analysis. As indicated above, this process can be very uncomfortable and requires respect and persistence.
In the workplace, developing an environment of mutually respectful and authentic communication is foundational to effective practice.
However, an NZEN noted that despite the difficulties being experienced, there was a lack of available training and education to deal with workplace diversity: given do not lend themselves to resolution through traditional ethical decision-making models and instead benefit from a relational approach where due recognition is given to differing opinions that have a cultural basis (Wright & Brajtman, 2011) . When this becomes a habitual practice of recognising and validating different moral perspectives, decisionmaking will incorporate, rather than dismiss, activities of the emotions. Scott's (2000) argument is that virtues such as compassion arise more readily when nurses accurately articulate the rich complexity of practice.
| Moral emotions and institutional dis/ engagement
The role of nurse leaders and managers was emphasised. As the only nurse of European descent in the team, the above nurse leader believed she had developed a culturally inclusive leadership style, while detailing myriad culturally specific challenges.
The efficiency focus within neoliberal healthcare environments resulted in limited or no protected time within the organisation to focus on intercultural team building:
As nursing colleagues, we need to find a way that we work as a multicultural team. It just doesn't happen here because there's no money for it….what about building up the teams of people who work together? (participant 01 NZEN)
Relationships between colleagues in a diverse organisation are not only crucial in their own right; collaborative communication and performance also influence patients' perception of their standard of care (Nair et al., 2012) . Compound the need for increased outputs in a resourceconstrained environment with the complexity of communicating and practising within a diverse team and there is the potential for a 'perfect storm' , to which these data attest. The politically framed commonsense notion of neoliberal policy drives public healthcare. The high financial cost of staff turnover means that retaining registered nursing staff is central to a sustainable public health service, which signals the urgency for managers to invest in their staff and to 'nurture cultures and working environments that retain nurses' (North et al., 2012, p. 9) , including both internationally and locally educated RNs.
| Moral emotions and foreignness
The third theme illustrated a number of NZENs 'othering' as a central dimension of cross-cultural interprofessional relationships. In most cases, the difference perceived in the 'other' was identified as deficient, as illustrated by Schut, De Graaff, and Verweij (2014) , consistent with the 'other-condemning emotions' of superiority identified by Haidt (2003) . The outcome of such separateness was the exclusionary process described by Canales (2000) , based on dominance and subordination of the 'other'. One NZEN provided evidence of ethnocentrism in the expectation of assimilation:
If you are talking with people who are of different cultures who recently immigrated they're still imprinted with their culture patterns, they haven't taken on ours (participant 11, NZEN)
Sometimes, misunderstanding of the expectations of cultural norms can be a barrier when communicating with colleagues and patients. The apparent lack of empathy illustrated the need for greater breadth of understanding and acceptance by all parties to help overcome such barriers. However, that would require a move towards the more positive 'other-suffering' and 'other-praising' families of emotion (Haidt, 2003) .
These aspirations are achievable only with time and commitment dedicated to education and reflective dialogue to deepen understanding.
Respecting the value of cultural difference is a process that essentially requires institutional support and resourcing.
| PRACTICE IMPLICATIONS
Data highlighted the everyday centrality of tacit moral emotions in practice, shaping teamwork morale and care delivery. Despite the significant influence of moral emotions, leadership and strategies in this area were ad hoc. Teams did not have frameworks to translate into practice the aspirational statements related to cultural competence embedded within Codes of Conduct and Ethics. As Scott (2000 Scott ( , 2006 argues, accurate perception of what is morally sensitive includes acknowledgement of emotion. However, the rationalist frameworks of ethical decision-making that dominate deny the import of moral emotions. If acknowledgement of moral emotions remains tacit, the unexamined effects will continue to undermine decision-making and teamwork. Scott (2000) argues for educated emotion, following the Aristotelian approach.
Of concern, this study demonstrated a preponderance of the 'other-condemning' family of moral emotions (Haidt, 2003) . Kripalani, Bussey-Jones, Katz, and Genao (2006) argue that currently, cultural competence training in healthcare is assumed to be a non-essential 'soft science', too readily dismissed as of lesser importance than the 'hard' evidence-based sciences. Taking their argument, in order to increase the value that clinicians place on the significance of moral emotions in culturally diverse teams, research evidence needs to be foregrounded in education around this topic.
The findings resulting from the research question 1, 'What moral emotions are evident in accounts of nurses practising within culturally diverse workplaces?', illustrated that moral emotions were evident in the everyday work of nurses. These occurred when they encountered differences that contradicted the nurses' assumptions of what is 'right', and informed decisions about the right way to proceed, to practise, to communicate and to care. The lens of ethnocentrism, and at times, racism, certainly has merit in making sense of the numerous troublesome encounters experienced between nurses from different cultures. However, these 'blanket' analyses do not provide a pragmatic framework from which nurses can engage in critical reflection of how best to proceed collaboratively (Likupe, 2006) . To make progress, it is necessary to identify the moral emotions that are coming to the fore in nurses' narratives. Intuitive responses do not avoid the communication breakdowns that occur through conflicting cultural values and assumptions identified by Guerin (2014) . The resulting 'othering' serves to close down collegial engagement.
The presence of Haidt's (2003) act as an integrating mechanism to help ameliorate conflict (Bartunek, 2011; Sherif, 1958) . Therefore, managers communicating a shared vision could help overcome the negative effects of social categorisation (Fay, Borrill, Amir, Haward, & West, 2006) , as the identification of difference may also result in the unhelpful response of 'othering', both of which are apparent in these data. As the appeal to universal values is both present and tangible, it provides potential for future strategies to address the current situation. However, data clearly identified that even with the desire to focus on a shared vision, regular, protected opportunities for team reflection were essential, otherwise misunderstandings inevitably remain unresolved.
However, there was an unmitigated influence from the political domain. The respondents were acutely aware of the dominant need for efficiency and time-constrained practice. The spectre of neoliberal policy raises additional challenges to ethical conundrums for health professionals (Barnett, 2000; Racine & Perron, 2012 Bringing the key findings together, it is evident that team leaders have a vital role in both allowing members to express themselves, and in guiding reflective practice to ameliorate or prevent communication breakdowns in diverse workplace teams (Ayoko, Hartel, & Callan, 2002) . Chong and Thomas (1997) also make the important point that followers' expectations of leaders and vice versa are culturally shaped.
We contend that unless these expectations are reflected on by team members, the associated negative moral emotions may undermine collaboration. As the processes of conflict management and avoidance are evidently complex in multicultural teams (Jäger & Raich, 2011) , accounting for varying approaches to co-operation and competition when encountering obstacles is foundational to successful outcomes (Chen, Tjosvold, & Su, 2006) . In this study, the high levels of ethnocentrism (Cramton & Hinds, 2005) tion… (2015, p. 229) .
Legitimising the evidence pertaining to the impact of moral emotions has the potential to both challenge and displace the rationalist, managerial approach with one which recognises the importance of emotion to enhance both personal well-being, as well as cohesive teamwork that is integral to successful healthcare services.
| CONCLUSION
Optimising ethical decision-making in culturally diverse teams requires leadership, clinical champions and the use of evidence to demonstrate that there is 'real' science to confirm the influence of moral emotions.
Collaborative decision-making, which involves willingness to see beyond ones' own cultural 'lens', gives visibility and validity to the role of moral emotions, as evident throughout the data. Many work organisations depend on effective teamwork in diverse teams, and we propose that making sense of intercollegial experiences of moral emotion requires reflexivity to facilitate successful teamwork. It is a field worthy of further research to increase awareness of the salience of practices, values and activities in order to enable teams to surmount the ethnocentrism that currently causes barriers to performance in diverse heathcare teams.
